A national consensus is emerging among health care providers, policy makers, and community advocacy groups that cultural factors are important in the delivery of health care (1) (2) (3) (4) (5) . Calls for cultural competence in health care have evolved from recent research and policy initiatives showing the impact of culturally competent care on health care access and outcomes (6, 7) . Although a vast body of evidence supports the link between culture, health, and health behavior, less is known about the role that belief systems play in health care (8) (9) (10) (11) . Patients' health beliefs and perceptions (12) (13) (14) (15) (16) , as well as their preferences for medical treatment (17) (18) (19) , are affected by culture. With this understanding, a growing number of health care investigators have recognized that the effectiveness of health initiatives such as the Department of Health and Human Services national effort to eliminate ethnic and racial disparities in health care by 2010 could be optimized by reflecting the community's cultural perceptions and expectations for care.
Arthritis, particularly osteoarthritis, which is usually present in the elderly as chronic knee and hip pain, provides an ideal paradigm to study cultural factors in the process of care. Arthritis tends to be chronic in nature, is prevalent in all demographic and cultural groups including the AfricanAmerican community, and is a leading cause of functional disability among elderly people (20) (21) (22) . With the aging of the United States population, its prevalence is expected to increase. In addition, a racial and ethnic disparity is well documented in the use of knee and hip joint replacement therapy (23) (24) (25) (26) , which is an effective option widely used to treat osteoarthritis (27) .
Osteoarthritis represents a disease model in which, despite similar biological disease, cultural and psychosocial factors may lead to varying symptoms, perceptions, and expectations for care and care-seeking behavior (28, 29) . For instance, Gerson and Skipper (30) assessed the influence of social factors in expectations of pain associated with osteoarthritis. They found that African Americans and patients from communities with low socioeconomic status expect a greater amount of pain from arthritis compared with white counterparts. In another study by Coulton and colleagues (31), ethnicity was associated with variation in self-care practices and medical care-seeking behavior for joint symptoms. In a study of Veterans Affairs patients, Ibrahim and colleagues (32) found that self-care attitudes and practices for knee or hip osteoarthritis among African-American patients differ from those of white patients. These examples suggest that the patient's cultural and psychosocial environments influence both their perceptions of disease and expectations for care.
In the current study, focus group interviews were conducted in an inner city African-American community to specifically solicit a more in-depth understanding of patients' cultural perceptions and expectations of care for knee and hip pain.
METHODS

Patients
This study was conducted during the 12-month period from February 2001 through February 2002. Participants, recruited from a single primary care health center serving an inner city African-American community in Cleveland, Ohio, were eligible for the study if they were African American and reported chronic symptomatic knee or hip pain lasting more than 6 months. To screen patients for the study and to assess the presence and duration of knee or hip osteoarthritis, we adopted a question from the arthritis supplement of the National Health and Nutrition Examination Survey I (33): ''Have you ever had pain in and around your knee or hip on most days for at least 1 month?'' Patients who answered yes to this question were further considered for the study. Primary care physicians at the center also referred the study patients who met this initial criterion. A research assistant described the study objectives to potential participants and confirmed eligibility. Those who expressed interest and consented to the study were invited to participate in focus group interviews. Follow-up postcards confirming the date, time, and location of the focus group sessions were sent to all participants. A reminder telephone call was then placed 1 or 2 days before the event.
Data Collection
Ten 90-minute focus group sessions with 5 to 11 participants were conducted at a community health center. Each focus group was led by a trained facilitator and was cofacilitated by an African American with experience participating in community-based health care focus group interviews. An interview guide, developed after a review of the pertinent literature and a series of investigator meetings, was used to stimulate and direct the focus group discussions. Consistent with standards of focus group methods, open-ended questions, initially broad and gradually more focused, were used to accommodate participants' views even if this meant a diversion from the interview guide. Table 1 summarizes the key discussion questions in the interview guide.
Focus group discussions were audiotaped and then transcribed. Survey questionnaires were used at the end of each focus group discussion to gather information on participants' demographic and socioeconomic characteristics such as age, sex, race and ethnicity, religious background, education, marital status, and annual household income. The local Institutional Review Board of the University Hospital of Cleveland approved the study.
Data Analysis
Participant demographic data were analyzed using SPSS 10 for MacIntosh (SPSS, Chicago, IL). Two independent coders analyzed the focus group transcripts using NUD*ST software (34) . NUD*ST software is used to organize and code qualitative data. It also allows the user to insert comments as they organize the data into nodes, which represent major themes and subcategories in the data. The first coder identified five major content themes from the transcripts. The second researcher independently read the transcripts and was in complete agreement with these themes found by the first coder. The second coder then further developed several subcategories for each main theme. This article focuses and reports findings of one of the major themes, cultural aspects of arthritis care, and its subcategories.
RESULTS
Study Sample Characteristics
Seventy-five persons participated in 1 of 10 focus groups. The participants' mean age was 62 years (age range, 47-79 years) and mean years of education was 13.4 years (range, 8-22 years). The duration of knee and hip pain ranged from 5 to 20 years. The religious affiliation of the participants included Protestant (nearly all Baptist), 84%; Catholic, 3%; other Christian denominations, 8%; and other religions, 5%. Participants' marital status included single, 11%; married, 45%; divorced or separated, 23%; and widowed, 21%. A median annual house income of more than $20,000 was reported by 64% of participants. All were African American. Table 2 summarizes the demographic characteristics of the study sample.
Results Within the Theme ''Cultural Aspects of Arthritis Care'' Effect of patients' religious belief on medical decisions.-The most popular subcategory was use of prayer or faith for pain management, care, and prevention. More than one quarter of the sample indicated that they use prayer as a method of pain management. The same number of participants also indicated that they believed having faith could help them to alleviate disease. Nearly as popular was the concept that only God can heal. The patients seemed to believe that the physician was only a vessel through which God healed and that God could also instill wisdom into the physician so that he or she could treat them. Examples of statements used by patients to express this point include ''Well, my faith is really important in most of the decisions, important decisions'' and ''I believe that healing comes more from the Lord than it does from any human being.'' Another patient remarked, ''My faith, I know that my faith has allowed me to endure a lot of pain, emotional and physical pain, so it is really important because you do have to go back to God.''
Perceptions of physicians' religious beliefs.-Another theme that emerged was the perception of the physicians' religious beliefs. This theme was expressed by 40% of the sample, although the comments seemed to vary widely. Those indicating that the physician did not need to be religious but that he or she must respect the patients' religious beliefs comprised 14% of the sample. For example, one participant said, ''Well, my faith is really important . . . I think it is important that my physician has a grounded faith also that if I tell them it is something I have got to pray about and think about, that is its not snubbed as, you know, 'Well, okay,' you know . . . Whether they believe or don't, just the idea that they have respect for what you think and what you believe is important.'' Of the sample, 9% indicated that they believed that God heals through their physicians. One patient stated, ''I believe that healing comes more from the Lord than it does from any human being, but I do believe that the Lord puts his hand in the doctors' hands and that is how I am healed.'' Approximately 5% of the sample believed that their physicians did not respect their beliefs or refused to discuss them.
Perceptions of the physician's race.-Another main theme expressed by the participants was their feelings about their physician's race. More than one half of the participants indicated that they did not care about the physician's race, with most of these persons indicating that the only thing that mattered was the physician's medical competence. They needed to have faith in the physician's competence more than they needed to be treated by somebody of the same race. Some of the statements used to underline this point included ''Both white and black doctors can be good or bad'' and ''African-American doctors do not necessarily treat African-American patients better.'' Although 10% of the sample indicated that they preferred physicians of the same race, the main reason for that preference was the perception that their physicians could understand their problems better if they were of the same race. These persons seemed to feel that their race had something to do with having arthritis and thus a physician of the same race would be able to empathize or understand their problems better. Some of the statements used to underline this point included ''An African-American doctor can be better for African-American patients because they understand certain aspects of their lifestyle that may not be the same for people of other races'' and ''Our diet has to do with our pain and what we grew up with. So, when you have an African-American (doctor) they understand how you got to where you are.'' Perceptions of the physician's sex.-The congruence of the physicians' and patients' sex was noted by 39% of the sample. Of those who commented on this topic, 18.2% preferred a physician of the same sex. The most common reason cited was that the participant did not feel comfortable discussing ''private'' topics with a physician of the opposite sex. They were worried that they would feel uncomfortable and therefore be less forthcoming with their physician. Some of the statements that support this notion were ''I feel more comfortable talking with or receiving examinations from doctors of my gender'' and ''They could better relate to or share private issues.'' Among the participants who preferred a physician of the opposite sex, the most popular reason was tradition. They indicated that they were accustomed to seeing male physicians (the majority of this group were women), so they preferred to stay that way because it was what they were used to. Some women in the group commented ''doctors were traditionally male'' and that ''they had bad experiences with female doctors in the past.'' Only 7.8% of the sample commented that they did not care about the physician's sex and were concerned only with medical competence. This percentage may have been higher if more participants had commented on this topic. It is possible that those persons who did not care about the sex of the physician chose not to say anything rather than to note that they did not care.
DISCUSSION
This focus group study of 75 African-American men and women with chronic knee and hip pain had several important findings. First, faith affects how patients cope with pain, and they expect faith be considered in the process of care for their knee and hip pain. Second, although patients do not expect physicians to share religion or culture, they do expect physicians to respect their cultural and religious beliefs in the care process (14%). Some patients even hope, but do not expect, that physicians might pray with them. Third, for most patients in our study, the quality of care provided is more important than the race or ethnicity of the provider (52% of sample). Finally, some patients, especially female patients (about 18%), indicated that they preferred physicians of the same sex.
Our findings with respect to faith resonate with those of previous studies that show religiosity to be prevalent in urban African-American populations and that it is associated with health-related beliefs or practices (35) . Many studies have shown that African-American patients rely on religious coping in times of crisis, including health crises (36, 37) . More specifically, in arthritis, prayer has been reported as one of the most common self-care treatment measures used by African-American patients (31, 38, 39) . In one study, African-American patients were reported to use prayer as a pain control mechanism (38) . Our study adds to the literature articulating the hope of some African-American patients that health providers overtly recognize the role of faith in the care process.
Our findings on African-American patients' preferences regarding the ethnicity or race of the physician are in contrast with what little is found in the literature. For instance, some evidence exists that nonwhite (i.e., ethnic minority) physicians are more likely than white physicians to provide care in communities of color or ethnic minorities (40, 41) , suggesting that there may be a higher preference in nonwhite communities for non-white health providers. Also in one study (42) , African-American patients rated their white health care providers as less engaging than white patients rated white providers or African-American patients rated African-American providers. This difference was true even when adjusted for factors such as sex of the physician and socioeconomic status of the patient. Similarly, a study of more than 8000 patients and the 344 physicians who cared for them found that nonwhite patients rated their physicians as less interactive in decision making than did white patients (43) .
The preferences for same-sex physicians expressed by our study sample is consistent with results reported in other studies. For example, in a study to determine why cancerscreening rates are higher for patients of female physicians compared with patients of male physicians, Lurie and colleagues (44) found that patients prefer a female physician examiner. In contrast, a health maintenance organization study found no significant sex congruency effect on receipt of flu shots or cholesterol checks (45) . The reasons for sex preference may have something to do with the nature of the health condition in question but may also be related to differences in communication styles. Male patient encounters with male physicians have been reported to be less interactive (43, 46) . In addition, it has been reported that female physicians talk more than male physicians do during visits. They elicit more talk from the patients, engage in more interactive discussion with patients, and cover more health information, including psychosocial issues, than do male physicians (42, (47) (48) (49) (50) . Female patients of female physicians are more likely to report receiving screening and counseling than are patients of male physicians (51). Our findings on this issue corroborate previous findings by other studies that female patients prefer female physicians (43, 46) .
Our study has important limitations. First, we studied only African-American patients, one cultural group, in one community and primary health care center in an inner city. Therefore, our findings may not have a general application to other African-American patients in different community settings or to other cultural or ethnic groups. Second, we directed the focus of our inquiry to persons with knee and hip pain. It is possible that patients with other health conditions such as heart disease or diabetes have different perceptions and expectations for care and that our findings may be unique to the care of knee or hip pain. Finally, we addressed primarily religion and faith, one dimension of the complex concept called culture. Other dimensions of culture such as diet and other rituals were not adequately assessed.
Conclusion
This study of African-American men and women with chronic knee or hip pain from an inner city community found that faith and religion play important roles in patients' perceptions and expectations of care. Patients value quality of care and care that respects their beliefs more than the physician's race or ethnicity. Finally, most participants in this study expressed preferences for same-sex physicians. The significance of these cultural perceptions and expectations in understanding and eliminating ethnic and racial disparities in arthritis care and outcomes needs further investigation.
